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Health service reconﬁgurations may result in increasing numbers of minor surgical procedures migrating
from secondary care in hospitals to primary care in the community. Procedures may be performed by
General Practitioners with a specialist interest in Surgery, or secondary care Surgeons who are sub-
contracted to perform procedures in the community. Surgical training in such procedures, which are
currently hospital based, may therefore be adversely affected unless surgical training also takes
advantage of these opportunities. There is potential for surgical trainees to beneﬁt from training in the
community setting. ASiT supports the development of formal surgical training in the community setting
for junior surgical trainees, providing high standards of patient care and training provision are ensured.
Anticipated problems relating to the migration of surgical services to the community relate to the
availability and quality assurance of training opportunities in primary care, its funding, including
exposure to issues of indemnity cover for trainees, and also the release of surgical trainees from hospital
duties in order to attend these training opportunities. These consensus recommendations set out a
framework through which both patient care and training remain at the forefront of these continued
service reconﬁgurations.
© 2014 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved.1. Background
The face of minor surgery is changing. As a result of the intro-
duction of General Practitioner (GP)-led Clinical Commissioning
Groups (CCGs) in the United Kingdom, an increased proportion of
surgical procedures may be provided in the primary care setting.
Recently, a number of procedures, such as skin lump excision/bi-
opsy, carpal tunnel decompression, vasectomy and simple hernia
repair, have been performed in greater numbers in the community
by General Practitioners with a Special Interest (GPwSI) in Surgery
[1], or Consultant surgeons sub-contracted into the primary care
setting. The Association of Surgeons in Primary Care (ASPC) has
voiced support for further developments in this ﬁeld, including ro-
botic surgery and oncological surgery potentially being performed
in the primary care setting [1]. ASPC is the formal national body
whose aims include providing support, training and professionalompetency Progression;
and Ireland; ASiT, Asso-
ation of Surgeons in Pri-
; GMC, General Medical
eral Practitioners with a
al Curriculum Program;
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Shape of Training.
by Elsevier Ltd. All rights reserveddevelopment, as well as auditing the surgical services provided in
primary care (www.aspc-uk.net). This group is in dialogue with
the Royal College of Surgeons of England, The Association of Sur-
geons of Great Britain and Ireland (ASGBI), and The Association of
Surgeons in Training (ASiT) to ensure the challenges of surgery in
primary care are met [2].
Although limited in depth and breadth, there is evidence that,
with the right experience and equipment, the outcomes of hernia
surgery performed by selected, experienced GPwSI in Surgery in
selected primary care settings, can be comparable to those achieved
in secondary care by Surgeons [3,4]. However, there are historical
reports of a signiﬁcant proportion of GP practices failing to meet
minimum criteria for performing surgical procedures [5]. The
constitution of many community surgical operating lists is akin to
old-style SHO operating lists, and as such represent excellent pros-
pects for development of the basic surgical skills, which are often
overlooked by modern hospital-based training systems.
While ﬁnancial constraints may provide impetus for an up-
scaled migration of surgery from secondary to primary care, the
cost analysis is far from simple, and there is no verdict as to
whether it is justiﬁed [6,7]. The economical and political issues of
whether a greater volume of minor surgical procedures should be
performed in a primary care setting by GPwSI is outside the scope
of this consensus statement, but suggestions have been made of a
pilot programme utilising community surgery in the training of ju-
nior surgical trainees. We hope this document will inform with.
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respect to the potential for provision of high quality training within
a primary care setting.
2. Potential beneﬁts
With a signiﬁcant volume of minor surgical procedures already
being performed by both secondary care consultants and GPwSI in
Surgery in the community setting, the potential exists for surgical
trainees to beneﬁt from consequent training opportunities. There
are anecdotal reports that trainees are attending operating lists in
the community, supervised by their secondary care consultants,
with good levels of experience gained. A growing range of proce-
dures, spanning a number of surgical specialities, already exists in
community surgical practice [1]. This presents a breadth of oppor-
tunity for trainees, whose speciality interests will be varied. ASPC
represents an organised body of GPwSIs who have already
expressed a willingness and enthusiasm to work with ASiT in the
development of a scheme to facilitate surgical training in primary
care. ASiT welcomes the opportunity for junior surgical trainees
to develop knowledge and ability in the safe administration of,
and operative skills under, loco-regional anaesthesia, or sedation.
Operating in the primary care setting, without the availability for
general anaesthesia, facilitates development of such valuable skills.
This is of course providing the environment would be approved for
this purpose, as recommended in the Shape of Training (ShoT) Re-
view [8], and the trainer is continually assessed as competent to
provide training. There are isolated reports of good clinical out-
comes for patients in selected community settings [3,4], and it is
ASiT's belief that, with appropriate expertise, investment and
monitoring, good training outcomes could also be achieved. Of
course, it must be remembered that Consultant surgeons also
work in the community settings, and they may already be in a po-
sition to deliver the same level of training they already afford in
Secondary Care.
Training outside the hospital setting would also require pro-
tected training time for trainees in order to release them from their
hospital-based duties, which may be facilitated by proposals to
draw up separate training contracts as a result of the review into
the European Working Time Restrictions, led by the President of
the Rotyal College of Surgeons of England [9]. This may confer the
beneﬁt of being undisturbed by hospital service requirements,
which frequently disrupt training time. Clearly, this would rely
upon adequate cover for on-going service commitments in the hos-
pital setting, without compromising patient care.
Beneﬁts to both trainer and trainee exist in an era of revalidation
and the need for maintenance of evidence of practice and compe-
tence. Opportunities for signiﬁcant personal development and
portfolio progress would be available for both parties.
3. Current concerns
Although ASiT promotes surgical training, this promotion is not
at the cost of patient care. ASiT is vehemently against training in
sub-standard centres. There is some evidence suggesting dimin-
ished levels of surgical quality and safety in the primary care setting
[10], which may compromise the quality of patient care. We accept
that some of this data is not contemporaneous, but in our opinion,
the ﬁeld is likely to suffer from signiﬁcant publication bias towards
good outcomes in primary care. Clinical quality assurance must
therefore be undertaken prior to any primary care unit offering sur-
gical training attachments. With respect to surgery in primary care,
ASiT's main concern is the potential devolution of certain critical el-
ements of basic training to centres that cannot be accessed by sur-
gical trainees. Simple skin ‘lump and bump’ management andhernia repair exemplify these elements. This is similar to concerns
voiced following the introduction of Independent Treatment Centre
contracts, at which time ASiT also called for formalised, funded
training in these centres [11].
ASiT believes that any surgical placement should have contem-
poraneous and complete surgical outcome data; and that trainers
should be involved in a local surgical clinical governance group to
ensure adequate clinical outcomes before a trainee is placed with
them. This is in keeping with the National Medical Director's rec-
ommendations [12]. Furthermore, as it is currently conﬁgured, pri-
mary care is unable to support oncological surgery, which
mandates a multi-disciplinary team discussion including a number
of secondary care specialists; or robotic surgery which warrants
highly specialised equipment and training. There is also evidence
that oncological surgerymay be inappropriate for GPwSI in Surgery
[13]. If the future political desire is for these procedures to take
place in primary care settings, Consultant surgeons would be better
placed to perform such surgery.
Core surgical training is already a short and focused period, with
considerable emphasis on achieving sufﬁcient experience within a
placement to obtain a competitive higher surgical national training
number. We must be certain that diversion of a group of trainees
from secondary care into the community will not be detrimental
to their training as awhole, where theymay lose valuable exposure
to specialist clinics and procedures within the hospital, as well as
decrease their exposure to the day-to-day care of complex post-
operative outpatients. This is even more pertinent in view of the
recommendations of the ShoT Review to shorten training further
[8]. Training in minor surgery, especially for junior trainees, has
long been construed as deﬁcient in the hospital setting [13]. These
valuable training opportunities should not be lost for the next gen-
eration of surgical trainees as a result of their migration into the
remit of primary care.
While we accept the beneﬁts for revalidation to trainees and
trainers alike from the documentation of all training opportunities
within the Intercollegiate Surgical Curriculum Programme (ISCP)
website (www.iscp.ac.uk), ASiT strongly feels that this mutual
beneﬁt should be reﬂected in the funding of the process. Currently
trainers in secondary care do not contribute ﬁnancially to this valu-
able resource, despite the beneﬁts to their own validation process,
and we have concerns that trainers in primary care would continue
this unfair practice. Steps should be taken to address this problem.
Crown indemnity currently provides signiﬁcant protection
against legal claims while working in a hospital setting. The indem-
nity cover outside of the NHS hospital setting requires clariﬁcation,
particularly where patient care is being provided under the aus-
pices of private contracts from commissioning bodies. Where the
provision of surgical services in primary care is based on short-
term or volume-based contracts, problems may arise in incorpo-
rating these into surgical training programmes when the duration
or continuation of such training opportunities cannot be predicted
or guaranteed.
4. Discussion and recommendations for surgical training in
primary care
There is both political drive, and interest from Primary Care to
provide surgical training within the community. If this is the direc-
tion of travel, the prerequisites of community surgical training
should be the delivery of high-quality training from suitably quali-
ﬁed trainers with a proven track record, while providing high qual-
ity patient care. Based on these principles, ASiT have developed the
following recommendations for surgical training in primary care.
This resulting statement represents consensus opinion following
extensive discussion and ratiﬁcation by ASiT Council. This therefore
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support and encourage high quality surgical training in this setting
(Table 1).
1. ASiT recommends that if trainees are to be placed in the
community setting, protected training time must be avail-
able with the explicit aim of learning surgical skills and
procedures. This time warrants sessions spent separated
from service needs, allowing concentrated surgical training.
For junior trainees, this should be within the context of a
Core Surgical Training placement, not a General Practice
placement. Consequently, surgical trainees should not be
expected to undertake wider service roles within any pro-
posed community training environment.
2. Training in primary care is not the sole right of general
practitioners. Consultant surgeons may also be a valuable
resource in the community setting, and if this model pro-
vides better outcomes for patients and trainees, this should
be considered as the gold standard.
3. Many current surgical consultant surgeons beneﬁtted from
review of post-operative patients in follow-up clinics, with
the beneﬁt of direct feedback from the patient. Modern
pressures on hospitals divert much of this follow-up to pri-
mary care. Opportunities should be made available for
trainees in the community setting to beneﬁt from this op-
portunity. Where appropriate, post-operative clinics shouldTable 1
Proposed framework for surgical training in the community setting.
Domain Framework recommendations
Trainees  Training suitable for junior surgical trainees.
 Training offered should be speciﬁc to trainee's intent on pursuing a
career as a specialist surgeon, rather than GP trainees.
 Feedback regarding experiences should be incorporated into
trainees' Annual Review of Competency Progression (ARCP).
 Crown medical indemnity cover for surgical trainees within a
community placement would need to be formally conﬁrmed as
comprehensive before any training commenced.
Trainers  Should include existing Consultant surgeons as well as GPwSIs.
 GPwSI as surgical trainers in the community should be supported
through appropriate training programmes.
 GPwSI in Surgery should also be assessed by the same standards as
Consultant Surgeons.
 Supervision of surgical trainees in the community should be
encouraged as part of a community trainer's revalidation process.
 GPwSI trainers must have access to, and register as clinical super-
visors with, the Intercollegiate Surgical Curriculum Programme
(ISCP).
 Feedback regarding trainers should be incorporated into trainees'
Annual Review of Competency Progression (ARCP).
Content  Aim of learning skills and procedures in minor surgical procedures.
 Sessions must be separated from other primary care service needs.
 Training should include opportunities for post-operative follow-up.
 Robust quality assurance of surgical training programme content
must be established in the primary care setting.
Context  Management courses on developing community surgical services
could be beneﬁcial to all parties involved.
 Where clinical work is transferred to the community setting, con-
tracts must include assurances regarding the provision and quality
of surgical training being provided.
 Allocation of potential suitable training environments should be
made through dialogue between ASPC, Local Education & Training
Boards and CCGs, reinforced by regular placement reviews and
feedback from trainees.
 Experience gainedwith GPwSI in Surgery would provide amodel for
continued future surgical practice within the community for junior
trainees not ultimately continuing to higher surgical training.
 Research opportunities exist for investigating optimal training in
primary care and the resulting outcomes so this can be compared to
current practice.be set up as learning opportunities for surgical trainees to
undertake alongside their supervisor. These sessions should
exclude cases that are outside of the remit of surgical
training.
4. We recognise that a number of Core Surgical Trainees will
not proceed to Higher Surgical Training. Experience gained
with GPwSI in Surgery would provide a model for continued
future surgical practice within the community, as current
arrangements for accreditation as a GPwSI do not require any
formal surgical training, rather attendance at certain training
courses. These placements, however, should be preferentially
offered to trainees intent on pursuing a career as a specialist
surgeon. Alternative provision should be made for GP
trainees or qualiﬁed GPs wishing to pursue surgical practice.
5. One recent study highlighted the importance of continued
training of GPwSI in Surgery [15]. GPwSI as surgical trainers
in the community should be supported through appropriate
training programmes, including attendance on surgical
‘Training the Trainer’ or equivalent courses, together with
access to surgical training academies and faculties such as
those being established by the Royal College of Surgeons of
England and Edinburgh, respectively. Training in hospital-
speciﬁc skills such the decisions around sending specimens
for pathological examination should be included in the
training program. In order to serve patients best, GPwSI in
Surgery should also be assessed by the same standards as
Consultant Surgeons, including the publication of surgeon
speciﬁc outcomes.
6. The speciﬁc procedures that are suitable for the community
setting should be pre-deﬁned: the Royal Colleges of Surgeons
may prove pivotal in assisting the NHS with these decisions.
7. The supervision of surgical trainees in the community should
be encouraged as part of a community trainer's revalidation
process. Unless shown otherwise, ASiT would not support
surgical training under the supervision of GPwSI-trainers
who do not meet the criteria of regular assessed training
sessions.
8. The Shape of Training Review suggests that the GMC assures
the quality of training programmes [8]. This should include
surgery-speciﬁc assurances for primary care setting. The
outcomes from such assessments and related training quality
and volume data must be transparently published by the
JCST and GMC in order to quality assure training in primary
care.
9. GPwSI trainers must have access to, and register as clinical
supervisors with, the Intercollegiate Surgical Curriculum
Programme (ISCP). This will enable them to provide formal
trainee feedback, and for cases to be recorded and validated
in trainees' logbooks accurately. Feedback should be incor-
porated into trainees' Annual Review of Competency Pro-
gression (ARCP). This confers the advantage for the trainer
that they are able to formally document training for their
own revalidation. Importantly, the costs of trainers data
collection should be borne by trainers, not trainees.
10. Setting up surgical services in the community presents its
own challenges. Management courses on developing com-
munity surgical services could be beneﬁcial to all parties
involved. There is a role for speciality associations together
with the Royal Surgical Colleges to provide leadership on
this.
11. Crownmedical indemnity cover for surgical trainees within a
community placement would need to be formally addressed
and conﬁrmed as comprehensive before any placement
could be commenced. Equally, the primary care institution
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by trainees.
12. Where clinical work is transferred to the community setting,
any resulting contracts must include suitable assurances
regarding the provision and quality of surgical training being
provided as part of this.
13. ASiT recommends that the assessment and allocation of
potential suitable training environments be made through
dialogue between ASPC, Local Education & Training Boards
and CCGs, reinforced by regular placement reviews such as
ISCP training surveys and Specialist Advisor Committee (SAC)
and Royal Surgical College visits.
14. Piloting the delivery of surgical training in the community
through this proposed framework should be undertaken
prior to any further roll out in order provide the necessary
evidence and reassurances while allowing problems and
solutions to be identiﬁed in a timely manner.
15. Prior to the commencement of any pilot programme of sur-
gical training in primary care, a robust system for the iden-
tiﬁcation of good quality potential placements for junior
trainees would need to be in place. This would include
quality assurance of both the setting, and the trainers at an
equivalent level to that which is currently the case in sec-
ondary care.
16. Research opportunities exist for exploring the optimal de-
livery of surgical training in primary care together with the
outcomes from this in order to evidence surgical training as
compared with existing practice. All parties are encouraged
to explore such opportunities and publish the results.5. Conclusions
The reconﬁguration of service provision, with increasing
numbers of minor surgical procedures being performed in the pri-
mary care setting, provides both a potential challenge and also an
opportunity for surgical training. Junior surgical trainees may
derive beneﬁt from training in these procedures albeit in the com-
munity setting. ASiT supports the development of formal surgical
training in the community setting for junior surgical trainees,
providing high standards of patient care and training provision
are ensured. These recommendations set out a framework for the
potential delivery and quality assurance of such training. This will
ensure that both patient care and training remain at the forefront
of continued service reconﬁgurations.References
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